I hope that what I shall have to say would have pleased Lord Lichfield, under whose colours I speak. Reputed to have been "a most humane and agreeable man," he would have approved, I believe, of the larger role I shall accord consumers in assuring the quality of health care. And, quite possibly, the squire so solicitous of his horses as to provide for them in his will ("so long as life can be made agreeable to them") would not have minded if a little of his generosity should touch an Armenian professor recently put to pasture.
But before I advance my main arguments, I need to define my terms and reveal my method.
Definitions and presentation I shall conceive of "quality assurance" rather narrowly, as an activity aiming to elicit information about clinical performance, and, based on that information, to readjust the circumstances and processes of health care. "Consumers" I shall take to mean patients, as well as those who may legitimately speak on their behalf. "Quality" I shall not define but shall allow its meaning to emerge as my story unfolds.
As to my method, I shall assign consumers three major roles: firstly, as "contributors;" secondly, as "targets;" and, thirdly, as "reformers;" with subsidiary roles under each. I do so, aiming for an orderly progression, even though, as will soon appear, the several roles are interdependent and difficult to separate.
Consumers as contributors to quality assurance I shall take consumers to contribute to quality assurance in three ways: by defining what quality is, by evaluating quality, and by providing information that permits others to evaluate it. 1739 To equip patients to cope successfully with deep rooted injustices in the social order is a worthy goal, greatly to be cherished. But is it enough? Besides raising such fundamental questions about the nature of quality itself, the need to take account of the individual expectations of particular patients calls for a correspondingly flexible method for assessing the quality of care. The criteria and standards that usually govern assessment procedures are pitched to the average case, in the more ordinary circumstances of life. They are useful, at least as an initial rough screen, because despite individual differences much common ground remains. It is possible, of course, to design criteria and standards that are adjusted to a large number of prespecified patient characteristics, but some patient attributes we do not know how to measure or allow for; and it is always with averages that we must deal, even though these are the averages of progressively smaller, more finely demarcated, groups. Ultimately, in matters of great moment, nothing less than a case by case evaluation will do -an evaluation that is nothing other than a replay of clinical care itself. And it is here that we need most urgently the detailed knowledge of individual experiences and preferences that only patients can provide.
Problem of documentation
The degree of our dependence on patients as sources of information reflects the woeful inadequacies of medical recording; and it is possible that attention to patient preferences 
Problem of implementation
The final, and most important step, in any quality assurance effort is that of readjusting the system so it responds to the problems that prior assessment has revealed. But an adequate response to the considerations I have raised might require almost a revolution in our thinking about the model practitioner-patient relationship, a change that some may not only deem impractical but, more fundamentally, undesirable. We can cherish the time hallowed tradition that the good doctor always acts on behalf of the patient. In simpler times it served us well; it is defensible in caring for most illnesses, when doctors, by long association, intimately know their patients. In decisions of great moment it is less defensible; and it is precisely in momentous, often ambiguous, conditions that medical attendant and patient meet virtually as strangers. From "paternalism" to "informed consent" has not been a difficult step, especially when the elicitation of consent becomes an impersonal litany, whose main purpose is anticipatory self exoneration.
"Collaborative consent" is the mode of interaction I envisage. I see practitioner and patient together, actively engaged in a search for the most appropriate solutions. Once we recognise the need, we shall find the means. On the one hand, we shall advance the science of health care, so that the consequences of alternative strategies of care are more completely understood, and, on the other, we shall develop more effective ways of conveying the information patients need to make informed decisions about their own care. 4 Perhaps, having assumed this more responsible role, consumers could more justifiably be called upon to make their second contribution to quality assurance, that of serving as its target.
Consumers as targets of quality assurance There are two ways in which consumers can become targets of quality assurance: as coproducers of care and as vehicles of control.
C ONSUMERS AS COPRODUCERS OF CARE
I do not believe it is true that practitioners provide care and patients receive it. Rather, we should conceive of practitioners and patients as jointly engaged in the production of care. Consequently, it is not sufficient to determine how practitioners perform. It is also necessary to know how patients acquit themselves.
In part, the performance of patients depends on what practitioners have permitted them to do and how well they have prepared them for the task. To that extent assessing patient performance affords indirect evidence of the practitioner's contribution to that performance. But, patients are autonomous beings as well -persons who can, and do, govern their own care. They are therefore necessary and legitimate targets of the quality assurance enterprise.
The consequences of this broadening of scope are easy to see. It calls for information about patient behaviour. It also requires efforts to modify that behaviour, partly through education, and partly through ameliorating the circumstances that affect adversely the ability of patients to act in their own best interests. And, incidentally, the assessment of outcomes gains in cogency, because outcomes reflect the contributions of all participants in care, including those of the patients themselves.
CONSUMERS AS VEHICL ES OF CONTROL
Consumers can become targets of quality assurance in still another way: when they are used as a means to regulate practitioners' behaviour. Many certification procedures (such as those that require approval of hospitalisation or of elective surgery) appear, by threatening to deny payment, to ask patients to control their own doctors. Often these expectations impose a burden consumers have not, as yet, been adequately prepared to assume. Perhaps consumers could be more effective agents of control if their capacity to reform the system of health care were to be materially enhanced, as I shall describe next.
Consumers as reformers of health care I think consumers can change the health care system in at least four ways: by direct participation, through administrative support, through markets, and through political action. Consumers appear in many roles on the health care stage: often as patients, at other times as past or future clients, and at all times as citizens. As patients, they can influence the quality of health care, subtly and not so subtly, but always being constrained to maintain a friendly relationship with the doctors on whom so much of their welfare depends. As consumers move further and further away from this position of relative dependency, they can become more outspoken, more assertive, even contentious; and it is proper that they should become so, provided the purpose is always constructive.
There is no need, I think, to detail all the many ways in which political action can be taken. Permit me, rather, to make a few concluding remarks.
I believe, with a passion, that, at heart, the best interests of health care practitioners and consumers are congruent and that the political system will be most responsive to quality enhancement when health care professionals and consumers present a united front. It is necessary, therefore, that individual practitioners be always completely open and truthful with their patients about the ways in which public policy shapes what they are able to do. How else could patients act intelligently in their other role: as citizens in a democracy?
Similarly, our professional associations must come to be regarded as the most truthful, most impartial sources of information on matters of public policy pertinent to health and health care. Moreover, we must, at all times, pursue not selfish, immediate advantage but whatever best serves patient welfare. That is our higher cause, our most sacred duty. It is also the most efficacious and enduring guarantor of our own best interests.
It is when we help consumers help us, that they can make their greatest contribution to enhancing the quality of care, even as we make ours.
